OBJECTIVE: To develop a shortened form of the original 50-item fat phobia scale. METHOD: The ®rst factor from the original fat phobia scale Ð undisciplined, inactive and unappealing Ð was identi®ed as a potential short form of the scale. A new sample of 255 people completed the original 50-item scale. The reliability of a shortened 14-item version of the scale was tested and compared to that of the full scale using both the new sample and the original sample of 1135 study participants. RESULTS: The fat phobia scale Ð short form demonstrated excellent reliability in both samples and was strongly correlated with the 50-item scale. Mean and 90th percentile scores are given for both the long and short versions of the scale. CONCLUSION: The shortened fat phobia scale is expected to increase the utility of the measure in a diverse array of research and clinical settings. Future research should focus on developing scale norms for the general population and conducting research on fat phobia in males and among different ethnic groups.
Introduction
Widespread stereotypical and prejudicial attitudes toward fat{ people have been well documented among the general population 1 ± 13 as well as among several types of healthcare students and professionals, including doctors, nurses, dietitians and nutritionists. 14 ± 20 Such prejudicial attitudes can create negative consequences in the lives of fat children and adults. For example, fat children are often teased, 1 and other children are less likely to want them as friends. 21 Women who are fatter than average are less likely to receive ®nancial support from their parents for college. 22 Men are less likely to want to date fat women, 23, 24 and fat women are less likely to have had the opportunity to engage in sexual intercourse or other sexual activities. 25 Negative attitudes toward fat people can also affect their employment opportunities 26 ± 30 and chances of promotion. 31 In the clinical setting, psychologists have described fat people as more unattractive and embarrassed than non-obese people, 32 and a group of mental health practitioners rated obese clients more negatively on a number of aspects of psychological functioning. 33 Because critical attitudes towards fat people are so prevalent, some fat people internalize negative societal messages. 1,3,8 ± 10,34 This can cause fat people Ð or even average weight people who feel fat Ð to place restrictions on important aspects of their lives, such as going to school, changing jobs, buying stylish clothes, dating or enjoying a sexual relationship, or even seeking medical care. 8 Such restriction of activities is also associated with higher levels of depression. 35 These examples illustrate the importance of countering negative attitudes toward and stereotypes about fat people, which we have termed`fat phobia'. 9 A necessary precursor to determining if fat phobic attitudes can be changed Ð and evaluating the effectiveness of methods for doing so Ð is a means of reliably measuring such attitudes. Thus, in 1984 we developed the 50-item, ®ve-point semantic differential fat phobia scale. 9 In constructing the scale, we drew from clinical experience and from adjectives used to describe fat people as gathered from a small sample of people who entered a motor vehicle license bureau in a Minnesota suburb. We then conducted a principal components factor analysis on a large sample (n 1135) of people interested in body image and weight, which yielded six distinct fat phobia factors or subscales: undisciplined, inactive and unappealing; grouchy and unfriendly; poor hygiene; passivity; emotionalapsychological problems; and stupid and uncreative. Initial evidence of the fat phobia scale's construct validity was provided by a quasi-experimental study that showed that obese women who originally held very negative attitudes toward fatness and toward their own bodies had signi®cantly improved attitudes toward fat persons (as measured by their total score and their scores on each of the six subscales) after completing a treatment program designed to improve body image and self-esteem. Additional analyses demonstrated that those who were average weight, female, younger, more educated and nonmedical professionals were more likely to have fat phobic attitudes than those who were overweight, male, older, less educated and students. 8, 9 Finally, a comparison of the adjectives used on the scale with those of other instruments indicated that the scale includes most of the stereotypical concepts speci®ed in the literature, and that the six dimensions of fat phobia de®ned by the subscales are consistent with other described concepts of fat phobia.
Since its inception, the fat phobia scale has been cited or reproduced in several publications 36, 13 and requested for use in clinical settings by other psychologists and physicians, as well as by students conducting research and writing theses to study, measure, and treat fat phobic attitudes, fat prejudice and body image, and stigmatization caused by obesity. 37 In a recent review of 23 measures used to assess attitudes toward fat people, Yuker et al 13 concluded that the fat phobia scale was one of three scales that`demonstrate the best psychometric properties and should be incorporated in future research.' Further, they noted there was no reason to develop new instruments unless there was a compelling theoretical reason to do so, advocating instead that it would be better to modify current scales to make them more reliable and valid. Since one of the limitations of the original 50-item fat phobia scale was its length, this report describes the development, validation and potential uses of a shortened version of the scale designed to make it easier to use in clinical and research settings.
Methods

Scale development
Using factor analysis, six factors were identi®ed in the original fat phobia scale, 9 the ®rst of which Ð undisciplined, inactive and unappealing Ð was identi®ed as a potential basis for a short form (Appendix 1). This 14-item subscale accounted for the most variance in the 50-item scale, and scores on this factor showed the greatest improvement for participants completing a program designed to lower fat phobia. Data were collected on all 50 items in 1999 from a new sample of respondents to verify that both the original 50-item and the shortened 14-item version of the scale retained the high reliability demonstrated in the original sample. 9 Sample For the original 1984 ± 1991 sample, data were collected from 1135 primarily white, female (90%) participants recruited from weight loss groups, members of a national health and ®tness organization, body image workshops, college classes and psychotherapy clients with body image issues. Recruitment efforts were focused on these groups because they were readily available and because they were the most likely target audience for the future use of the scale. Mean values and ranges for various demographic, weight, and body mass index (BMI) parameters for the sample are provided in Table 1 . (See Robinson et al 9 for a more detailed sample description.)
For this study, data on the complete 50-item scale were also collected from a new but similar 1999 sample of 255, primarily white, female (98%) participants. Of these, 207 (81%) completed and returned a copy of the scale which had been inserted in the December 1998 issue of a locally produced women's sports and health membership newsletter (national distribution of approximately 2125); this organization had originally published the F-scale in its membership newsletter in 1984. The remaining 48 respondents (19%) were recruited from three TOPS (Take Off Pounds Sensibly) weight loss groups in the Minneapolis ± St Paul metropolitan area. Demographics for the 1984 ± 1991 and the 1999 Fat phobia scale: the short form JG Bacon et al samples (Table 2) were quite similar in terms of sex, education, weight and BMI. The participants in the 1999 sample tended to be older. Reliability of both the short form and long form was assessed in the 1984 ± 1991 and 1999 samples using Cronbach's a. In addition, average item-total correlations were calculated for each scale in both samples. Pearson's correlations were calculated to see how the long form correlated with the short form. The total mean scores in the 1984 ± 1991 and 1999 samples were then compared to each other using independent sample t-tests to see if mean scores differed on the long and short forms. Because of the large sample size (n 1135) in the 1984 ± 1991 sample, the a was set at 0.01 for these comparisons.
Results
The 14-item shortened scale demonstrated excellent reliability in both the 1984 ± 1991 sample (Cronbach's a 0.87) and the 1999 sample (Cronbach's a 0.91). For both samples, there were no items, which, if deleted from the scale, would increase reliability. The short form also showed good correlation with the entire 50-item scale (r 0.82 in the 1984 ± 1991 sample and 0.90 in the 1999 sample). Itemtotal correlations ranged from 0.42 ± 0.65 (average 0.54) in the 1984 ± 1991 sample and from 0.28 ± 0.77 (average 0.62) in the 1999 sample (Table 2 ). In addition to conducting reliability analyses, we made several score comparisons between the 1984 ± 1991 and 1999 samples ( Table 2 ). Using the long form, the mean total scores for the two samples did not differ signi®cantly (t(308.36) 2.33, P 0.021), with an average score of 3. Finally, analysis of a subgroup of women from the original 1984 ± 1991 sample who took part in a treatment program designed to improve body image and self-esteem (n 40), 8, 9 signi®cantly reduced their scores (pretest mean 3. 
Discussion
The fat phobia scale Ð short form maintains the excellent psychometric properties of the original fat phobia scale while reducing the number of items from 50 to 14. The short form demonstrated excellent reliability* and correlated quite highly with the original 50-item F-scale in both the 1984 ± 1991 and 1999 samples, thus providing evidence of concurrent validity. Moreover, evidence of construct validity for both long and short versions of the scale was demonstrated by the fact that a subgroup of women who took part in a treatment program designed to improve body image and self-esteem 8, 9 signi®cantly reduced their mean scores from pretest to posttest on both versions of the scale. The new scale's brevity will simplify its use in research efforts and as a screening tool in clinical settings.
Although the 1984 ± 1991 sample and the 1999 sample did differ signi®cantly in their scores on the short form of the F-scale (3.7 vs 3.6 for the 1984 ± 1991 and 1999 samples, respectively), the P-value (0.009) barely made the a cutoff of 0.01. Thus, while there was a statistically signi®cant difference, the magnitude of the difference in mean scores (0.1) is clinically and practically insigni®cant. On the long form of the F-scale, there was no signi®cant difference between the Based on the scores of all participants who took the 14-item F-scale, a score of 3.6 could be seen as an indication of an average amount of fat phobia and a score of 4.4 (the 90th percentile) or above would indicate a high level of fat phobia. When using the 50-item F-scale, a score of 3.1 would be average with 3.6 (the 90th percentile) or above indicating a high level of fat phobia. These ®ndings are supported by a recent study using a probability cluster sampling method to sample 527 undergraduate dietetic students. Their mean score on the 14-item scale was 3.4 (s.d. 0.55) and 3.1 (s.d. 0.44) on the 50-item F-Scale. 37 These scores, on yet another type of sample, are very similar to the scores found in this study.
The mean score on the 14-item F-scale was clearly higher than on the 50-item F-scale in both the 1984 ± 1991 (mean 3.7 vs 3.1, respectively) and 1999 (mean 3.6 vs 3.1, respectively) samples. We believe that this difference re¯ects the fact that factor 1, which comprises the short form, focuses on the most negative stereotypes about fat people. On the other hand, the remaining ®ve factors eliminated from the short version contained items re¯ecting more positive and less strongly endorsed negative stereotypes about fat people. The omitted factors 9 measured positive stereotypical beliefs that fat people are good natured, humorous and warm (factor 2), as well as negative stereotypical beliefs that fat people have poor hygiene (factor 3), are more passive (factor 4), have more emotional and psychological problems (factor 5), and are unintelligent and uncreative (factor 6). Researchers and clinicians needing information on these other stereotypes should continue to use the longer version of the scale. 13, 36 Other limitations need to be acknowledged. There are no validity indicators in the scale to control for socially desirable answers. Research in social psychology suggests that when prejudice is assessed using obvious methods, people can hide their true attitudes, but when social desirability is accounted for by using more subtle and indirect techniques, prejudice reappears. 40 In an effort to de-emphasize the true purpose of the scale, we have named it the F-scale rather than the fat phobia scale, but this is unlikely to disguise the true purpose of the instrument. Since fat phobia is still so widely accepted, however, the obvious nature of the fat phobia scale may not be as much of a drawback.
Another shortcoming of the scale is that in both the 1984 ± 1991 and 1999 samples the respondents were primarily white, female, more highly educated than a representative sample of adults, and had enough interest in weight control, body image, health, or obesity to attend a lecture or meeting, join an organization, or to read an article on the topic. Norms on the fat phobia scale for the general population still need to be established. Moreover, in light of evidence that fatness is more acceptable among blacks than whites, as well as other cultural and ethnic groups, 4, 34 we recommend that further research using the fat phobia scale be conducted in the African-American population, in other ethnic groups, and in males.
In conclusion, we expect this new, shortened form of the fat phobia scale to be a valuable tool for researchers and clinicians seeking to build on our current understanding of fat phobia and to develop ways to eliminate it. One promising area of research is an exploration of the complex relationship between fat phobia and other personality and sociodemographic characteristics such as body mass index, education, occupation, age and sex. 9, 17, 33, 41 Other studies might investigate whether fat phobia is related to the ability to lose weight and maintain weight loss or the ability of fat people to make healthy lifestyle changes, such as developing healthier eating patterns, exercising more, and increasing their range of daily activities, thereby living life`as if they were thin'. 8 The extent of fat phobia in parents could be compared to levels of fat phobia in their children, positive or negative body image in their children, and the nutritional quality of food served to their children. Because excessive concern about weight and body-image are de®ning characteristics of eating disorders, assessing fat phobic attitudes could be part of the routine evaluation in such treatment programs. Even when clients do not raise weight and body image concerns, such issues may contribute signi®cantly to a variety of psychological, relational and social problems. Thus the scale could be used as a simple screening device to alert a therapist to explore such issues more thoroughly. Interventions designed to lower fat phobia 8 could be used with managers, teachers and medical and mental health professionals who score high on the scale.
Studying fat phobia currently provides a`venue for investigating stereotyping and prejudice more generally' because social disapproval is rarely`invoked against those who express anti-fat attitudes'. 41 Research in social psychology examining prejudice against racial minorities and women has shown that overt prejudice against these groups is much less widespread today than 50 years ago. 40 A similar change is occurring in attitudes towards gay, lesbian, bisexual and transgendered individuals. 42 ± 44 In part these changes are due to organizations and movements which have fought against discrimination in legal, social and economic venues. Today such work is being done on behalf of fat people and it is our hope this shortened and easier-to-use version of the fat phobia scale will be useful in measuring and ultimately, eliminating, fat phobic attitudes. high self-esteem Scoring Instructions:
Step 1: For items 3, 4, 5, 6, 7, 10, and 12, score as follows: 1 2 3 4 5
Step 2: For items 1, 2, 8, 9, 11, 13, and 14, score as follows: 5 4 3 2 1
Step 3: Add up the score for each item to get the total score. Then divide by 14 (or the number of items answered, whichever is less). The range of scores is 1 ± 5. High scores more`fat phobia'. Low scores less`fat phobia'.
Please contact BE Robinson for permission to use the scale.
Fat phobia scale: the short form JG Bacon et al
